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am 07/ 06/99; am 06/ 19/00; R 10/26/01 ]
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§17-1739.1-1 Purpose. This chapter shal
i npl ement the state plan requirenments for paynents
made by the state Medicaid agency for the fee-for-
servi ce conponent for services received under the
medi cal assistance program [Eff 10/26/01 ]

(Auth: HRS 8346-59) (Inp: HRS 8346-59)

817-1739.1-2 Definitions. As used in this
chapter:

"Aut omat ed tests" neans | aboratory tests
automatical ly conducted through a nechani cal testing
ai d.

"Clean clainf neans one that can be processed
wi t hout obtaining additional information fromthe
provi der of the service froma third party.

"Controll ed procedure” neans a procedure that is
rendered often enough by a provider or group of
providers that specific usual or customary charge data
for the procedure can be established based on the
usual and customary net hodol ogy.

"Conversion factor” neans the elenent that is
used in cal cul ating rei nbursenent for non-controlled
procedures. The conversion factor is nmultiplied by
the nunber of units assigned to each procedure.
Conversion factors are determ ned by addi ng al
submtted charges for all procedures wthin a
specialty (wth the exception of |aboratory services)
and dividing by the total nunber of units for all the
subm tted procedures. This can be determ ned for
specific providers or specialties.

"Cost-share"” nmeans the anount identified by the
departnent as an applicant's or recipient's excess
i ncone avail able for neeting a portion of the
i ndi vidual's own health care cost.

"Cot erm nous" neans the health care provider's
contract with Medicaid shall be invalid upon
termnation of the state departnent of health's
certification of the provider's conpliance with state
and federal requirenents.

"Drug formulary" neans a |isting of prescribed
drug itens for which paynent may be nmade by the Hawai i
Medi cai d program

"Enpl oyer" means one who enpl oys anot her or who
contracts with another for services in return for
wages or paynent.

"Establ i shed provider"” neans one who has been in
the Medicaid programfor twelve nonths or nore.
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"Estimated acquisition cost for a drug product”
means one of the follow ng which shall be designated
by the departnent:

1) The average whol esale price mnus 10.5 per
cent; or

(2) The manufacturer’s direct price. Average

whol esal e price shall be derived fromthe
nmost commonly used package size listed in
the Bl ue Book or the departnment's best
estimate of the price generally and
currently paid by providers for a drug

| abel er in the package size nost frequently
pur chased by providers.

"Federal wupper limts (FUL)" for a drug product
means the price established by the Center for Medicaid
and State Operations.

“Hawai i Medi caid fee schedul e nmeans the schedul e
of rate of paynent for services provided by
noni nstitutional providers of nedical care.

"Medi an charges” neans the mddle of all the
actual charges made for a given service by a provider

"Panel test" nmeans a set of two or nore
| aboratory tests done concurrently or in conjunction
with the others.

"Part A" nmeans Medicare hospital insurance
benefits.

"Part B" means Medi care nedical insurance
benefits.

"PPS" neans the prospective paynent system of
rei mbur senent .

"Practitioner"” nmeans a |icensed doctor of
medi ci ne, dentistry, osteopathy, podiatry, and any
ot her individual licensed practitioner of health care
services the departnent chooses to include inits
Medi cai d program

"Primary physician" means a practitioner selected
by the recipient to manage the recipient's utilization
of health care services.

"Progrant neans the state-adm nistered nedica
assi stance program as authorized under title Xl X of
the Social Security Act (42 U . S.C. 881396-1396j) and
chapter 346, HRS.

"Provider"” neans a provider of health care
services, equipnment, or supplies that is participating
in the Medicaid program

"QWB" neans Qualified Medicare Beneficiaries.
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"Routine nursing salary cost differential" neans
the anount reinbursed to a provider for the cost of
i npatient routine nursing care for aged patients.
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"Spend- down" neans the nonthly process by which an
individual's or famly's incone in excess of the
medi cal | y needy standard is applied toward incurred
medi cal expenses until the net income no |onger
exceeds the nedically needy standard resulting in
eligibility for nedical assistance.

"State maxi mum al |l owabl e cost (MAC)" for a nulti-
source drug product neans the average of the estinated
acqui sition costs of the three | east expensive
generics available. At |least one of the three generic
products shall be provided by a manufacturer who
participates in the Federal Drug Rebate Program

"Visiting consultant” is a Medicaid provider who
has expertise or know edge in a specific area and
general ly recogni zed by the community as a speciali st
and this expertise or service is not readily avail able
on a particular island. Included as a visiting
consul tant are specialists who are requested by ot her
providers to render second opinions or to participate
in the nedical treatnent of Medicaid recipients.

[ Ef f 10/ 26/01; am 05/10/03 ] (Auth: HRS §346-
14; 42 C.F.R §431.10) (lnp: HRS §§346-14, 346-59;
42 C.F. R 8431.10)

817-1739.1-3 Controlling factors for paynent.

(a) The departnent shall pay for the cost of nedlca
care when the departnent's nedical consultants
determ ne nedical care to be necessary to the eligible
patient's well-being and nedical care is provided,
under standards generally acceptable to the nedical
community, by a practitioner approved by the
departnment to participate in Medicaid.

(b) The departnent shall not increase the
paynment made to any provider to offset uncollected
anounts for
deducti bl es, coi nsurance, copaynents, or simlar
char ges.

(c) No paynent shall be nade where programrul es
are violated, or when services furnished are
i nappropriate to the patient's health care managenent
as determ ned by the departnent's nedical consultant.

(d) Rates of paynent to providers of nedica
care who are individual practitioners shall be based
upon the Hawaii Medicaid fee schedule. The anount
paid shall not exceed the maximum permtted to be paid
to individual practitioners or other individuals under
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federal Medicaid | aws and regul ations, the Medicare
fee schedule applicable in the year the service was
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rendered, the state |[imts as provided in the
appropriation act, the provider’s billed anmount, or
the rate set by the departnent.

(e) Rates of paynment to out-of-state providers
of nmedical care who are individual practitioners shal
be the Medicaid rate paid in the practitioner's state,
subject to the conditions of section 17-1736-13. In
t he absence of a Medicaid paynent rate, paynent wll
be according to the Hawaii Medicaid fee schedul e.

(f) Paynments may be prepaid to health
mai nt enance organi zati ons whi ch the depart nent
contracts to provide nedical care to eligible public
assi stance reci pi ents.

(g) The departnent may wi thhol d paynent of
clainms to recoup overpaynents, or may w thhold paynent
pendi ng conpletion of an audit or investigation.

(1) Paynent of pending or future clains may be
wi thheld in an anmount reasonably cal cul ated
to approxi mate the anobunts of past
over payments.

(2) Paynment of pending clains may be wthheld
until conpletion of a pending audit or
i nvestigation, at which tinme the departnent
may initiate actions to recoup the anmounts
of any overpaynents di scovered.

(3) The departnent shall notify the provider in
witing of its intent to withhold paynents
and shall include reasons for the proposed
action, the effective date of the action,
and a statenment of the provider's right to
request admnistrative review of the
proposed acti on.

(4) The effective date of w thhol ding shall be
si xteen cal endar days follow ng the issuance
of the notice.

(h) Paynments for QB recipients are limted to

prem uns, deductibles, and coi nsurance under Part A
and Part B of Medicare. [Eff 10/26/01; am 05/10/03
] (Auth: HRS §346-59) (Ilnp: 42 C.F.R §8§447.10,
447. 15, 447.57, 447.200)

817-1739.1-4 Authorization of services. (a) The

departnment shall provide:

(1) Methods of adm nistration necessary for the
proper operation of the Medicaid program
and

(2) Procedures relating to the utilization of
and the paynent for care and services
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avai |l abl e under the program Anmong the
procedures the departnment may enpl oy shall
be a system of
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aut hori zation of selected types of costly
health care.

(b) Authorizations shall insure that:

(1) Requested services and naterials are

medi cal | y necessary;

(2) Any adequate and | ess expensive alternatives

are consi dered; and

(3) Any services and materials provided conform

to currently accepted community standards of
t he profession invol ved.

(c) Authorization may be required when the
departnment considers or has found a service to be
associated wth, but not necessarily limted to:

(1) High or excessive costs provided over

ext ended periods of tine w thout evidence of
benefit;

(2) Questionable or limted value, or both; or

(3) Subject to abuse;

(d) The authorization function may be contracted
to certain individuals or organizations, including the
State’s fiscal agent.

(e) The departnent, through its nedica
consul tants, nmay place appropriate limts on a
Medi cai d service based on such criteria as nedical
necessity or utilization control procedures. The
departnent shall pay for health care services when the
departnent’s nedi cal consultants determ ne that the
services are necessary to the patient’s well-being and
the services are provided under standards accepted by
t he nedi cal profession. However, no paynent shall be
made in a situation where the programrul es were
vi ol ated or when services furnished did not involve
econom cal or effective health care managenent of the
patient.

(f) A request for nedical authorization, which
does not require prior authorization, nust be
submtted for approval within sixty cal endar days
before or thirty cal endar days after the initial date
the service is rendered. Authorization may be
obt ai ned by subm ssion of an authorization request
adequately justifying the service and signed and dated
by the requesting physician. Requests not received
within thirty calendar days after the initial date of
service shall be denied. The follow ng services
requi re nmedi cal authorization:

(1) Short-terminpatient psychiatric adm ssion;

(2) CQutpatient electroconvul sive therapy; and

(3) Purchase or rental of durable nedica

equi pnent, or the purchase of nedi cal

1739.1-6



UNOFFICIAL
§17-1739.1-4

supplies totaling nore than a $50 billed
charge per line item per nonth
(g) The follow ng services require nedica
aut horization prior to the service being rendered.
A request for authorization my be submtted up to
sixty days prior to the services being rendered.
1 bt ai ni ng speci al nmedi cal services from
other United States jurisdictions;
(2) Termnation of regulatory controls,
for exanple, release from physicians
managenent (reference is to recipients
assigned to a primary physician);
(3) Selected drugs designated by
t he medi cal assistance program drugs not
routinely covered, and drugs prescribed in
dosages or for periods exceeding permtted
| evel s or all;
Rental or purchase of hearing aids;
Repl acenent gl asses, speci al
gl asses, or other visual aids;
Physi cal therapy and occupational therapy
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out pati ents other than ultrasound therapy

for muscul oskel etal probl ens;

Qut pati ent speech therapy;

Lodgi ng, neals, and transportation for

reci pients and nedi cal attendants to

acconpany a recipient for nedical purposes,

i ncludi ng out-of state and inter-island

transportation by scheduled carrier, air

anbul ance, ground anbul ance, handi cab, or

t axi ;

) Detoxification;

) Psychiatric outpatient visits (individual or

group) and psychol ogi cal tests on an
out pati ent basis;

(11) Certain dental services;

(12) Adm ssion and Medi caid coverage of persons
inlong-termcare facilities and subacute
| evel of care;

(13) Al surgical procedures that are perforned
in the outpatient and inpatient hospital
settings by podiatrists and for all surgical
procedures costing nore than $100 that are
performed in the office by podiatrists;

(14) Home pharnmacy servi ces;

(15) Sleep laboratory and sl eep di sorder center
servi ces;

(16) Augnentative comruni cative devices; and

—_~—
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(17) O her nedical services as may be identified
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by the departnent.

(h) Services provided wi thout the necessary
prior authorizations are subject to denial of paynent.

(1) A request for authorization shall be acted
upon within thirty cal endar days for a non-urgent
request and two working days for an urgent request.

An exception to this provision is a request for

aut horization for augnentative comuni cative devices
(ACD s) as indicated in subsection (o). |If the
request is deferred or denied, a notice to include a
reason for_the deferral or denial, shall be sent to
the provider(s) and the recipient.

(j) An authorization request that requires
urgent nedical action, shall be acted upon wthin two
wor ki ng days. For the purpose of this section, an
“urgent” nedical service or itemis a service or item
for the diagnosis or treatnent of a nmedical condition
which is serious but not an imedi ate threat to life.
The service or itemis nedically needed by the patient
wi thin two working days of request to preserve an
essential bodily function or prevent a serious
conplication

(k) Services which necessitate i medi ate
prof essi onal medi cal action shall not be subject to
prior authorization if obtaining prior authorization
may del ay service and place a patient in jeopardy.

The request for authorization nmust be submtted within
thirty calendar days after the initial date of

service. The request shall then be processed in
accordance with the procedures stated in this section.
Requests not received within thirty cal endar days
after the initial date of service shall be denied.

(1) Wen a request for authorization is
submtted for services which require prior
aut hori zation but have already been rendered, an
explanation for the delay in submttal nust be
provided for consultant review |If the explanation
adequately justifies the untinely submttal, the
request shall be processed in accordance with the
procedures stated in this section. |f the explanation
does not justify the untinely submttal, the request
shal |l be denied. Requests not received within thirty
cal endar days after the initial date of service shal
be deni ed.

An i nconpl ete authorization form shal
be returned to the sender. The formshall be deened
inconplete if the following is inconplete, illegible,
or m ssing:
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(1) The nanme and the identification nunber of
t he
recipi ent;
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(2) The requesting physician’s signature, date,
and provi der nunber;

(3) The supplier’s nanme, provider nunber, dates

of service or period requested as determ ned

by begin and end dates, and signature, if

the service or itemis not being provided by

t he requesti ng physi ci an;

The di agnostic code or description;

The procedure code; and

For non-urgent requests, all attached copies

of the formnust be submtted together

i ntact.

VWen the newly conpleted formis received, the form

shal | be processed in accordance with the procedures

stated in this section fromthe date the conpleted

formis received.

(n) Wen a request for authorization is deferred

due to lack of supportive docunentation to justify a
servi ce:

(1) The provider(s) shall be notified of the
deferral. The notice shall include a reason
for the deferral giving twenty-one cal endar
days fromthe date of the deferral notice to
submt the requested information; and

(2) If the requested information is not received
w thin twenty-one cal endar days fromthe
date of the deferral notice, the request
shal | be denied; or

(3) If all necessary information is received
wi thin twenty-one cal endar days fromthe
date of the deferral notice, the request for
aut hori zation shall be acted upon wthin
twent y-one cal endar days by a DHS consul t ant
or an authorized representative. |If the
request is denied, a notice to include a
reason for the denial, shall be sent to the
provi der(s) and the recipient.

(o) A request for authorization relating to the

purchase, repair, or rental of augnentative

communi cati ve devices shall be acted upon within two
wor ki ng days of receipt for an urgent request and
within twenty-one cal endar days of receipt for a non-
urgent request. |If the request is approved, the
vendor shall be notified. |If the request is denied, a
notice of denial to include a reason for the deni al
and appeal rights shall be sent to the recipient and
the requesting provider(s). Wen a request for

aut horization is deferred due to | ack of supportive
docunentation to justify a service:

—~~
[
———
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(1)

(2)

(3)

(p)

The provider(s) and the recipient shall be

notified of the deferral. The notice shal
i ncl ude:
(A) A reason for the deferral, identifying

the additional information needed to
process the request; and
(B) Were to send the additional
i nformation;
gi ving twenty-one cal endar days to submt
the requested information; and
| f the requested information is not received
wi thin twenty-one cal endar days fromthe
date the request was sent, the request shal
be deni ed; or
If all necessary information is received
wi thin twenty-one days fromthe date the
request was sent, the request for
aut hori zation shall be acted upon within two
wor ki ng days for an urgent request and
twenty-one days for a non-urgent request by
a DHS consul tant or an authorized
representative. |If the request is denied, a
notice to include a reason for the denial,
shall be sent to the provider(s) and the
recipient.
A request for outpatient prescription drugs

from manuf acturers which participate in the Drug
Rebat e Program and for drugs which are not determ ned
to be Tess than effective:

(1)

(2)

Shal | be acted upon within twenty-four hours

of receipt when the request is received

wi thin the busi ness week before twel ve noon

on a Friday or a state holiday; or

In an enmergency situation, pharmacies can

di spense a seventy-two hour supply of an

out patient prescription drug which requires

prior authorization under the foll ow ng

condi tions:

(A) The consequence of del aying the
di spensing of the drug is a high
probability of serious adverse effects
on the person’s health. Serious
adverse effects are hospitalization,
medi cal | y necessary enmergency room
care, and |loss of bodily function or
life;

(B) There is no simlar nedication
avai |l abl e wi thout prior authorization
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or the patient has a docunented
intolerance for the simlar agent; or
(© An energency supply of a specific brand
name drug can only be dispensed if the
patient’s physician docunents that the
patient is unable to use a generic form
of a drug because of an allergy or
hi story of a serious adverse reaction
to the generic drug.

(gq) An approved authorization request and
treatnment plan shall be initiated within sixty
cal endar days of the signed approval by the
depart nent.

(1) |If an approved service is not rendered
within sixty cal endar days of the signed
approval, a new request for authorization
shal |l be subm tted.

(2) If an extension is needed for partially
conpl eted service or if the approved service
is not conpleted within sixty cal endar days
of the signed approval, a new request for
aut hori zation shall be submtted for the new
peri od.

(r) The departnent, through its nmedica
consultants, nmay permt exceptions and determ ne | evel
of care, nedical appropriateness, and nedical
necessity. In disagreenents between the provider and
DHS s aut hori zed agent (s) regardi ng authori zati on of
services and |level of care determ nations, the
departnent’s nedi cal consultant’s decision shall be

final. Further appeal shall be pursued through the
appeal admnistrator’s office or the courts.
[Eff 10/26/01; am 05/10/03 ] (Auth: HRS 8346-59)

(Inp: 42 C.F.R §8456.1, 456.2, 456.3)

817-1739.1-5 Methods of paynent. (a) State
paynments for medical services shall not be provided to
anyone except the:

(1) Provider; or

(2) Recipient for settlenent of a |legal suit or

fair hearing.

(b) Paynment to an individual shall be
prohi bi ted, except in specified circunstances where
paynment is reassigned to another person, facility, or
organi zation by the provider. The circunstances
i ncl ude paynent nade:
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(1) In accordance with a reassignnent fromthe
provi der to a governnent agency or
reassi gnnment by a court order;

(2) To a business agent, such as a billing

service or an accounting firm that

furni shes statenments and recei ves paynents
in the nane of the provider. The agent's
conpensation for the service shall be
related to the cost of processing the
billing, and not on a percentage or other
basis of the anpbunt that is billed or

coll ected, and the conpensation shall not be
dependent upon the collection of the
paynent ; and

(3) To the foll ow ng:

(A) The enployer of the practitioner, if
the practitioner is required as a
condition of enploynent to turn over
the fees to the enpl oyer;

(B) The facility in which the service is
provided, if the practitioner has a
contract under which the facility
submts the claim or

(© A foundation, plan, or simlar
organi zati on operating an organi zed
health care delivery system if the
practitioner has a contract under which
t he organi zation submts the claim

(c) Paynment for any service furnished to a
reci pient by a provider shall not be nmade to or
through a factor, either directly or by power of
attorney.

(d) Participation in the State's Mdicaid
program shall be limted to providers who accept, as
paynment in full, the anmobunts paid by Medicaid with the
exception of anmpbunts specifically identified as the
reci pient's spend-down or cost-share.

[ Ef f 10/ 26/ 01 ] (Auth: HRS 8346-59) (Inp: 42
C.F.R 88447.10, 447.15)

§17-1739.1-6 REPEALED. [Eff 10/26/01;
R 05/ 10/ 03 ]

817-1739.1-6.1 Hawaii Medicaid fee schedul e.
(a) Paynment to providers of nedical care who are
i ndi vi dual practitioners, including doctors of
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medi ci ne, dentists, podiatrists, psychol ogi st,
ost eopat hs, optonetrists,
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i ndi vi dual s providing services, shall be

based upon the Hawaii Medicaid fee schedul e.

(b)

servi ces,

Paynent for noninstitutional itens and
with the exception of prescribed drugs and

EPSDT services, shall be based on the Hawaii Medi cai d
fee schedule. These itens and services include, but

are not |
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(11)

(12)
(13)
(14)

(¢c)

mted to:

Laboratory servi ces;

X-ray services;

Physi ci an servi ces;

Podi atric services;

Optonetric services;

O her practitioner services including nurse
m dwi fe, pediatric nurse practitioner,
advanced practice registered nurse in
behavi oral health, and |icensed soci al

wor ker in behavioral health;

Dental Services (including dentures);

Physi cal therapy;

Cccupati onal therapy;

Services for persons with speech, |anguage,
and hearing disorders (exception: There
shall be a flat rate for hearing

eval uations.);

Dur abl e nmedi cal equi pnent, except eye gl ass
frames and hearing aides;

Medi cal supplies;

Sl eep servi ces;

O her services specified by the departnent.
Providers who are visiting consultants to

t he nei ghbor islands may be reinbursed travel charges
on the condition that an addendumto their provider

agr eenment

is submtted with the follow ng information

for approval by the departnent:

(1)
)
)
)
It
)
)

NN

are Vvi

NFRPOWOWN

NN

The nei ghbor island to be visited,
Frequency of visits; and

Location where individuals are to be seen.
Rei nbur senents nay be made to providers who
ng consultants as foll ows:

$8 per patient visit; and

An additional $7 per patient visit if

hospi tal charges for supplies and equi pnent
are assessed to the visiting consultant.
Justification shall be required on the

i ndi vidual claimformwhen requesting this
additional fee. [Eff 05/10/03 ]
(Auth: HRS 8346-59) (Inp: 42 CF.R

88405. 502, 405.503, 447.10)
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817-1739.1-7 Paynents to individual
practitioners providing therapy services in |long-term
care facilities. (a) Paynent for physical and
occupat i onal therapy, and speech, |anguage, and
heari ng di sorder services provided to a Medicaid
recipient in along-termcare facility shall be based
on a fee schedul e established by the departnent for
services provided at fifteen mnute tine increnents.

(b) Paynment shall be nmade for only those covered
t herapy services specified in sections 17-1737-79,
whi ch are determned to be nedically necessary,
prescri bed by a physician, and provided by a |licensed
or certified therapist approved by the Medicaid
program

(c) Paynent shall be nmade only upon subm ssion
of a Hawaii claimform (UB-82 or DHS-1500), by a

provider eligible to bill for the services under the
Medi care and Medicaid prograns. Facilities with
Medi care nunbers shall use the form UB-82. | ndividual

t herapi sts shall use the form DHS-1500.

(d) In the case of speech evaluation and
trai ning, and hearing evaluation and hearing aids, an
aut hori zation form (DHS 1144), shall be attached to
the claimform

(e) In the case of persons eligible for both
Medi care and Medicaid who reside in an internedi ate
care facility, paynent shall be made only if Medicare
paynent has been sought and denied. [Eff 10/26/01;
am 05/ 10/ 03 ] (Auth: HRS 8346-59) (lnp: 42
C.F. R 88447.252, 447.253)

817-1739.1-8 Medicaid paynents for other
noni nstitutional itens and services not I ncluded in
the Medicald fee schedule. The follow ng services
shall be Iimted to billed charges not to exceed
Medi care's upper Iimt of paynent or the rate
establ i shed by the departnent:

(1) Hearing aids;
Honme heal t h agency services;
Qut patient hospital services;
Enmer gency room servi ces;
Franes for eyegl asses;
Hearing devices shall be the actual claim
charge or $300, whichever is |ower.
Exceptions may be made for special nodels or
nmodi fi cati ons.
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(7) dinic services (other than physician-based
clinics); The types of clinics include
gover nment sponsored non-profit, and
hospi tal - based clinics.

(8) Teaching physicians shall be paid to the
teaching fund, not to the physician;

(9) Prescribed drugs shall be nade as descri bed
in section 17-1739.1-11

(10) The Hawaii Medicaid program shall not pay
nore than the billed anount for any
noni nstitutional itemor service or nore
than the anount permitted by federal |aw or
regul ation; and

(11) Paynments to a facility for non-energency
care rendered in an energency roomand to an
ener gency room physician for the screening
and assessnent of a patient who receives
non-energency care. [Eff 10/26/01;
am 05/ 10/ 03 ] (Auth: HRS 8346-59)
(Inp: 42 C.F.R 88447.201, 447.304)

817-1739.1-9 Paynents for intra-state
transportation and related services. (a) Paynents
for the followmng Intra-state transportation and
rel ated services are based upon the Hawaii Medicaid
fee schedul e:

(1) Paynents for energency air anbul ance.

servi ces;

(2) Paynents for enmergency ground anbul ance

servi ces;

(3) Paynments for non-energency air and ground

anbul ance services. Air and ground
anbul ances nmust be authorized by the
departnent; and

(4) Paynents for non-energency transportation

(e.g. handi cabs, but not taxis).

(b) Except for a recipient who is a stretcher
patient, paynent for air transportation shall not
exceed the inter-island air fare charged the other
persons on the recipient's flight, or a contracted
anount previously agreed upon between the airlines and
the departnent for energency chartered flights,
whi chever is lower. For transportation of a stretcher
patient by the scheduled inter-island carrier, paynent
shal | not exceed the air fare charged for four seats
on the recipient's flight.
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(c) Around trip air fare shall be paid for an
att endant whose services are recommended by the
attendi ng physician or are required by the airline.
Prior approval of the department's nedical consultant
IS necessary, except in energency situations, when the
attendi ng physician's authorization is sufficient,
subject to the departnent's nedical consultant's
revi ew.

(d) Paynents for nedical taxi services shall be
by purchase order issued by the departnment and only on
trips to or froma physician's office, clinic,
hospital, or airport (for covered nedi cal
transportation) and the patient's hone. Rei nbursenent
for those services shall be further Iimted as
fol |l ows:

(1) No detours or side trips shall be permtted,

(2) The amount of paynment shall be nade on the

basis of netered rates charged the public;
and

(3) Paynents shall not include conpensation for

the driver's waiting tine at the clinic,
hospital, physician's office, or at the
| ocation of other providers of nedical
servi ces.

(e) Lodging and neals for Medicaid patients or
attendants authorized by the attendi ng physician, in
an energency situation, or the departnent's nedica
consul tant shall be paid through purchase orders to
the providers issued by the departnent.

[Ef f 10/26/01; am 05/10/03 ] (Auth: HRS 8346-59)
(Inp: 42 C.F.R 88447.201, 447.304)

817-1739.1-10 Paynents for out-of-state
transportation and related services. (a) Paynents
shall be made for out-of-state transportation, neals
and | odgi ng when these services are authorized in
accordance with section 17-1739. 1-09.

(b) Qut-of-state air transportation shall be
paid by a purchase order nade out to the airlines or
travel agency.

(c) Gound transportati on expenses, subject to
subsection 17-1739.1-9(f), shall be all owed when these
expenses are incurred by the recipient. Verification
of ground transportation expenses shall be docunented
conpletely on the proper departnental form when
rei mbursenent is requested.
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(d) Paynment for neals and | odgi ng shall be the
| esser of the per diemrate of $100 a day or the
act ual
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charge for lodging plus a daily per diemof $30 for
nmeal s.

(e) The $30 per diemshall be prorated equally
for three neals and shall begin with the first neal
upon arrival at the specified destination and endi ng
wth the last neal prior to flight departure hone.

[ Eff 10/26/01 ] (Auth: HRS 8346-59; 42 C F.R
8431.10) (Inp: 42 C. F.R 88447.201, 447.304)

817-1739.1-11 Paynent for drugs and rel ated
sugPIies. (a) The state nedi cal assistance program
sha eterm ne all owances for prescribed drugs using
the followng criteria:
(1) Single source drugs shall not exceed the
| ower of:
(A) The billed charge;
(B) The provider's usual and customary
charge to the general public; or
(C© The estimated acquisition cost (EAC) or
t he average whol esal e price (AW) when
the AWP is the average selling price
for a drug product plus a reasonable
di spensi ng f ee;
(2) Multiple source drugs shall not exceed the
| ower of:
(A) The billed charge;
(B) The provider's usual and customary
charge to the general public;
(C©) The estimated acquisition cost (EAC) or
t he average whol esal e price (AW) when
the AWP is the average selling price
for a drug product plus a reasonable
di spensi ng f ee;
(D) The federal upper limt (FUL) price
pl us a reasonabl e di spensing fee; or
(E) If no federal upper limt, the state
maxi mum al | owabl e cost (MAC) plus a
reasonabl e di spensi ng f ee.
(3) Over-the-counter (OTC) drugs shall not
exceed the | ower of:
(A) The billed charge;
(B) The provider's usual and customary
charge to the general public including
any sale price which may be avail abl e
on the day of service;
(C© The allowance set by the program (state
maxi mum al | owabl e cost);
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(4)

(D) The estimated acquisition cost (EAC) or
t he average whol esal e price (AW) when
the AWP is the average selling price
for a drug product plus a reasonable
di spensing fee; or

(E) The federal upper limt (FUL) price
pl us a reasonabl e di spensing fee;
Under no circunstances shall the
program pay nore than the general
public for the same prescription or
i tem

Paynents for nedical supplies shall be the

| ower of:

(5)

(6)

(7)

(A) The rate set by the departnent; or

(B) Medicare's upper Iimt of paynent;

Payments for nedical supplies shall be the

| ower of:

(A) The rate set by the departnent;

(B) The estimated acquisition cost (EAC
for a nmedical supply plus a reasonable
di spensing fee; or

(C© Medicare's upper limt of paynent;

The state nedical assistance program

requires that the | ower cost equival ent drug

product be dispensed if available in the

mar ket pl ace and substitution is not

prohi bited by part VI, drug product

sel ection of chapter 328, HRS. The

reci pient may refuse | ower cost drug

products but nust pay the entire cost of the

hi gher price equival ent;

The federal upper limt price or the state

maxi mum al | owabl e cost shall not apply if

the practitioner:

(A) Certifies in his or her owmn handwiting
that a specific brand is nedically
necessary for a particular recipient.

A checkoff box is not acceptable but a
notation of "brand nedically necessary"
or "do not substitute" is allowable;

(B) Obtains nedical authorization for
medi cal necessity fromthe state
medi cal assi stance program for specific
brands of nedications designated by the
program I n such cases, the paynent
shal | not exceed the | ower of:

(1) The billed charge;
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(1i) The provider's usual and customary
charge to the general public; or
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(ti1) The estimated acquisition cost for
a drug product plus a reasonable
di spensi ng f ee;

Rei mbur senent for over-the-counter drugs

shall be limted to the over-the-counter

drug prescribed by the |licensed practitioner
and specifically designated by the nedical
assi stance program Over-the-counter drugs
not specifically designated shall require
medi cal authorization for medical necessity
by the nedi cal assistance program

The state Medicaid agency shall set the

di spensing fee by taking into account the

results of surveys of the cost of

phar macyoperati ons. The agency nust

periodically survey pharmacy operations; and

Paynent for prescribed drugs di spensed to

outpatients and patients of |long-term care

facilities shall be nade only upon the

subm ssion of an item zed claimby the

di spensi ng provider (Form 204, hardcopy or

el ectronic nmedia claim (EMC) or via point-

of -sal e (PQS).

(A) The dispensing fee for any maintenance
or chronic nedication shall be extended
only once per thirty days w t hout
medi cal aut horization fromthe nedica
assi stance program O her appropriate
l[imts regarding the nunber of
di spensing fees paid per interval of
time shall be determ ned as necessary
by the nedi cal assistance program

(B) Consultation services of pharmacists in
long-termcare facilities (i.e., chart
reviews, utilization review neetings,
inventory reviews, etc.) shall be
rei nbursed up to a nonthly maxi num of
$75 plus $3 times the facility's
present total beds;

(© Emergency calls by the pharmacist to
the long-termcare facility shall be
paid up to a maxi numof four calls for
each one hundred beds in the facility
at the time services are rendered, at
$25 an energency call. Any fraction of
one hundred shall be prorated
accordi ngly; and

(D) Facilities with less than twenty-five
beds at the tine services are rendered
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may charge up to one full energency
call per nmonth. An energency cal

shal | be one that cannot be del ayed,
i.e. non-routine call to the patient of
a facility by the pharnmacist in a life-
threatening situation. All other

servi ces shall be handl ed during the
pharmaci st's routine visits whenever
possi bl e.

(b) The followi ng conditions shall apply to
paynment for drugs di spensed by physicians and dentists
fromthe physicians' and dentists' offices:

(1) Physicians and dentists di spensing

nmedi cations fromthe physicians' and
dentists' offices shall be reinbursed at the
estimated acquisition cost plus 50 cents;
and

(2) If there is no pharmacy within five mles of

the provider's office, special consideration
for paynent at the pharmacy rate may be nade
upon witten request to the departnent's
med- QUEST adm ni strator for approval.

[ Ef f 10/26/01; am 05/10/03 ] (Auth:
HRS 8346-59) (Inp: 42 C F. R 88447.331,
447. 332, 447.333)

817-1739.1-12 Advisory estinmated acquisition
cost conmttee. (a) An advisory estinated
acquisition cost commttee shall be appointed by the
director of the departnent, and shall consist of:

(1) One of the departnent's nedical consultants;
The departnent's pharmacy consul tant who
shal | serve as chairperson
One practicing physician fromthe comunity;
Three practicing pharnmacists;
Two nenbers fromeither the pharnmaceutica
whol esal e or manufacturing industry; and
One | ay person.
The term of each conm ttee nenber shall be
two years and overl apped in such a way that expiration
of terms do not cause a total nenbership change.

(c) A quorumshall consist of a sinple majority
of the total nunber of nenbers.

(d) The duties of the advisory estimated
acquisition cost commttee shall be to:

(1) Meet sem -annually or when called by the

chai r per son

A~ A~~~
O o ol w N
—— N

1739. 1- 20



UNOFFICIAL

(2) Review avail able data and advi se the
departnment of maxi mum estimated acquisition
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costs that should be paid for specific drug
products that:
(A) Are available frommultiple sources;
(B) Represent significant program
expendi t ures;
(C© Could result in significant program
savi ngs; and
(D) Are considered to be bioequival ent by
the food and drug adm ni stration.
(e) Actions of the advisory estinmated
acquisition cost commttee shall be:
(1) Subject to the approval of the nedical care
adm ni strator;
(2) Circulated to appropriate providers; and
(3) Effective upon receipt by providers unl ess

otherwi se stated. [Eff 10/26/01 ]
(Auth: HRS 8346-14) (Ilnmp: 42 CF.R
8447. 332)

817-1739.1-13 Drug use review (DUR) board. (a)
An advi sory drug use review board shall be appoil nted
by the director of the departnent, and shall consi st
of :

(1) The departnent's pharmacy consultant or
medi cal consultant or both, shall serve as
the drug use review coordinator(s);

(2) Four persons |licensed and actively engaged
in the practice of nedicine in the state;

(3) Four persons licensed and actively
practicing pharmacy in the state; and

(4) One person actively practicing as a nedical
service representative in the state.

(b) The term of each drug use review board
menber shall be three years and overl apped in such a
way t hat
expiration of ternms shall not cause a total nenbership
change.

(c) A quorumshall consist of five board
menbers; at |east one of the five nust be a physician
or pharnmaci st.

(d) The duties of the advisory drug use review
board shall be to:

(1) Meet when called by the chairperson;

(2) Develop, review, and adapt criteria and
standards for prospective and retrospective
drug use review,

(3) Make policy recommendations to the Hawaii
medi cal assistance programin respect to
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confidentiality of patient related data, and
all aspects of the drug use review program
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(4) Decide on and nonitor educational prograns
and interventions deened appropri ate based
on potential therapeutic problens identified
t hrough the program and

(5) Determne the content and m x of educati onal
prograns and interventions for
practitioners, designed to enhance the
clinical appropriateness and cost effective
use of prescription drugs with primary
enphasi s on therapeutic outconmes and quality
of care.

e The actions of the drug use review board
shal | be:
(1) Subject to the approval of the departnent;
(2) Remain confidential within the departnent;

and
(3) Be conmmunicated to the specific providers
affected. [Eff 10/26/01 ] (Auth: HRS

§346-14; P.L. 101-508) (lInp: 42 C.F.R
§§456. 1, 456.3)

817-1739. 1- 14 Medi cal paynent involving third
party liability. (a) The lrability of a third party
for the cost of the nedical services shall be treated
as a resource applicable to the cost of needed nedical
servi ces when

(1) It has been verified that a | egal obligation

actually exists; and

(2) The amount of the obligation may be

determined wwthin thirty days fromthe tine
of the recipient's need for nedical care.

(b) No Medicaid paynent may be nmade under a
refund plan for that portion of cost for which a third
party has been determned to be |iable and
rei nbursenent is forthcomng. An exception is
Medi cai d’s agreenment with Medi care on durabl e nedical
equi pnment processi ng.

(c) Wen the existence or extent of third party
liability is in question, Medicaid paynents may be
made:

(1) In part, if the recipient has excess incone

and ot her assets; or

(2) For the entire cost of the nedical services,

if the recipient assigns to the departnent
inwiting, the third party paynent;

provi ded that where third party policy

prohi bits assignnent of paynent, the
recipient shall, in witing, agree to refund
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[ Ef f 10/26/01 ] (Auth: HRS 8346-59)
(Imp: 42 C.F.R 88433.135 through 433. 154,
447. 20)

817-1739.1-15 Tine |limt for claimsubmttal and
tinely clains paynent. (a) The provider shall submt
clarnms for paynent wthin twelve nonths from providing
care or services. No Medicaid paynent shall be nmade
for any claimsubmtted after this period. For cases
involving retroactive assi stance, the twelve nonth
period for claimsubmttal shall start fromthe date
application for Medicaid was approved. This
subsection shall not apply to paynent of deducti bl es
and coi nsurance for cases that are eligible for both
Medi care and Medicaid in which the circunstances
|l eading to a submttal of claimafter twelve nonths
are acceptable to Medicare's fiscal agent or carrier.

(b) The departnent shall pay ninety per cent of
all clean clains frompractitioners, who are in
i ndi vi dual or group practice or who practice in shared
health facilities, wthin thirty days, and ninety-nine
per cent of the clean clainms within ninety days of the
date of receipt.

(c) The departnent shall pay all other clains
within twelve nonths of the date of receipt, except
wher e:

(1) Retroactive adjustnents are paid to

provi ders who are reinbursed under a
retrospective paynent system

(2) A claimfor paynent under Medi care has been

filed in a tinely manner and di sposed of and
the departnent may pay a Medicaid claim
relating to the sane services within six
nmont hs of receiving notice;

(3) dains are from providers under

investigation for fraud or abuse; or

(4) Paynments are nmade in accordance with a court

order, hearing decision, corrective action,
or to extend benefits of these actions to
others in the sane situation as those
directly affected.

(d) The requirenents for tinmely processing of
clai ms can be waived by the departnent of human
services if there are indications of good faith in
meeting the requirenents. The request for a waiver
shall contain a witten plan of correction.

(e) Prepaynent and post-paynent clains review
shall be conducted for all clainms to verify:
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(1) Eligibility and proper authorization of

servi ce;
(2) The nunmber of visits and services for
consi stency with age, sex, and ill ness;

(3) That paynent does not exceed rei nbursenent

rates or limts; and

(4) Third party liability, if any.

(f) In cases where the provider disputes the
departnent's all owance, a request for reconsideration
of the paynent anount nust be submtted to the ned-
QUEST adm ni strator within one year after the original
paynment was nade.

(g) Post-paynent clains review shall neet the
requi renents dealing with fraud and utilization
control

(h) The departnent shall provide any reports and
docunentation in conpliance with this chapter and any
conditions that the federal Health Care Financing
Adm nistration may require. [Eff 10/26/01 ]
(Auth: HRS 8346-59) (Inp: 42 C. F.R 8447.45)
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